admitted to the intensive care unit, while upfront therapy with broad spectrum antibiotics (intravenous ceftriaxone, metrodinazole and penicillin) was initiated. Pathologic examination revealed a non-functioning adenoma, while infection with MRSA was determined in the same specimen 1 day after surgery. Subsequently, intravenous Vancomycin was added.
Direct postoperative MRI showed adequate decompression of the optic system. However, the right sphenoid sinus was still filled with debris. Subsequently, the ear, nose and throat physician performed a sphenoidectomy. A mass was evacuated that contained MRSA. Additional history taking revealed that, approximately 6 months before admission, the patient had adopted a child from Brazil who was treated for MRSA.
In the days after surgery, the patients' clinical course declined dramatically with cerebritis, ventriculitis and meningitis, also requiring external ventricular drainage. The patient still suffered from complete blindness. However, after 3 weeks of intensive antibiotic treatment (systemic and intrathecal), the patient showed signs of recovery, after which he was weaned from the ventilator. Two months after surgery, the patient was discharged with a ventriculoperitoneal shunt device. At that time, the patient was able to have light perception. On a visit at our outpatient department 6 months after surgery, the patient's vision was almost completely recovered, and he did not suffer from any focal neurological deficit. MRI showed adequate decompression of the optic system with a small tumour remnant (Fig. 1b) . Because of the involvement of the cavernous sinus within the remnant, total surgical resection was considered to be impossible. For that reason, the patient received radiotherapy on the remnant.
Pituitary abscess itself is rare, with an incidence of less than 1% of all cases of pituitary disease [2, 3, 7] , and radiological distinction from other sellar masses is difficult [4, 5] . As a result, pituitary abscesses are often diagnosed only during surgery when empyema or pus is found.
Primary pituitary abscess may develop in a normal pituitary gland, either due to haematogenous seeding or by direct extension of adjacent infection (either in the CSF or sphenoid sinus) [2] . Secondary pituitary abscesses occur in glands that harbour a pre-existing lesion, such as an adenoma [3] . Other risk factors are an underlying immunocompromised condition, previous pituitary surgery or irradiation of the pituitary gland.
Our patient probably suffered from a pre-existing pituitary adenoma, secondarily infected by an infection in the sphenoid sinus. This may also explain the clinical course of our patient: a history of blurred vision because of the macro-adenoma, with a co-existing nasal discharge because of the sphenoid sinus infection. The sudden loss of vision may be explained by a sudden rupture of an abscess wall or because of a sudden breakthrough of pus and debris from the sphenoid sinus into the pituitary cavity. Another explanation may be inflammation of the optic nerves due to the infected adenoma [6] .
One could discuss the transcranial approach that was performed in this patient, as it is argued that a transsphenoidal approach should be favoured over transcranial surgery as it may limit the spread of micro-organisms [1, 7] .
However, because of the sudden complete blindness, we wanted to be absolutely sure that the optic chiasm was immediately decompressed in an adequate manner. In addition, as can be seen on the preoperative coronal view (Fig. 1b) , the process has a somewhat dumbbell shape, which may limit adequate transsphenoidal decompression. Also, retrospectively, significant cerebral dissemination was already present before the patient was operated on.
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